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A recerfification survey and complaint survey
#34327, were completed on September 15 - 17,
2014, at Hermilage Mealth Care. No deficiancies
were cited under 42 CFR Par{ 483, Requirements
for Long Term Care Facilities.
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Ang deficlancy stalement ending with an asteslsk (*} denotas a deflclency which the institution may be excused from correcling providing it Is detennined that
athér safeguards provide sufficient protection to the patients. (See Instruclions.) Except for nursing homes, the findings staled above are disclosable 90 days
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